Pre-admission

Health care in custody suites and prisons
The provisions for health care in prisons and custody suites are variable but should be at least equivalent to the level of primary care available in the community. All prisons and police stations have access to health care professionals, but they may have variable experience of health care provision in custodial settings. They can deal with the majority of routine medical problems and refer for specialist treatment when necessary. Many prisons have on-site inpatient facilities and can provide some services equivalent to those available in hospital.
Key points
• The prison population has a high burden of physical and mental illness.
• Management within an acute hospital setting is often challenging and stressful for everyone involved.
• Meticulous planning, communication, and teamwork is required.
• The rights of prisoners to access high-quality healthcare are governed by ethical, professional and legal frameworks.
• Awareness of your responsibilities and the law surrounding the issues the prison population can raise is essential. The Police and Criminal Evidence Act 1984 details the responsibilities of custody officers for obtaining urgent assessment of a prisoner by a health care professional. 5 If an immediate medical assessment is unavailable and there are concerns for the prisoner's well-being, they should be sent directly to hospital by ambulance. In a prison, the prison medical officer determines whether the health care needs of the individual can be met internally or whether transfer to hospital is required. Treatment is provided within the police station or prison if this is achievable without compromising the standard of care. The police and prison services have been criticized for deaths resulting from delays in transferring patients to hospital caused by delayed assessment by a medical officer and problems providing adequate escorts or vehicles for transfer and so may have a low threshold for calling an emergency ambulance.
Communication, planning and transfer
Prison and police services are encouraged to establish good working relationships with their local health trusts. They should assess the layout of the relevant departments and identify any risks in collaboration with the trust's security staff. If transferring a prisoner to a hospital out of their area they should contact the local prison to obtain information about the key security issues. 6 There should be collaborative protocols to clarify key roles and responsibilities, streamline communication, and ameliorate risks to patients, staff, the public, and the trust. When admission is necessary and time allows, the medical officer should refer the patient to hospital and handover to the receiving clinician. Transfer and treatment in hospital is regarded as a high-risk period with security vulnerabilities and a heightened potential for escape. Communication between the police or prison service and hospital management, security staff, and the receiving ward or department will ensure the patient is transferred directly, safely, and accommodated in the most appropriate location with minimal disruption. Listing the patient at the beginning of an operating session or clinic can potentially minimize their hospital stay. All prisoners should have an assessment to identify the risks they pose and the procedures that should be followed for transfers. This is fluid and should take into account the impact of their current medical condition on their risk. In an emergency where there is not yet a risk assessment it must be completed within 24 hr of transfer and approved by the prison governor (Table 1) . 6 
Peri-admission
Escorts and environment
Prisoners identified as posing a significant risk of escape or violence will require safeguards. Obligations on clinical staff to provide quality care can conflict with obligations on escort staff to maintain public safety and prisoner security. The patient's privacy and dignity must be balanced with the risks they pose. Hospital staff should never become involved in the security or custody of a prisoner. If a prisoner attempts to escape, the accompanying escort staff are responsible for taking control of the situation and securing them. 6 Consideration should be given to the most appropriate location in which to manage the patient. An en suite single room with secure windows will minimize disruption to other patients and staff and may reduce the need for the immediate presence of escort staff if they are able to observe from outside. There should be an emergency alarm, no unsecured objects that could be used as weapons and an unobstructed escape route for staff. Such an environment promotes privacy and patient cooperation and may reduce anxiety, agitation, and escalation with a consequent reduction in the need for physical or pharmacological restraint.
Prisoners are accompanied by two or more escort staff depending on their perceived risk. This poses challenges in cramped environments such as anaesthetic rooms, radiology A prisoner for whom activities and movements are subject to limited supervision and restrictions. Low supervision A prisoner for whom activities and movements are subject to minimum supervision and restrictions and who may be given the opportunity to participate in supervised or unsupervised activities in the community. (Fig. 1) .
Where the absence of escort staff is neither practicable nor safe, consideration should be given to the use of privacy screens and escort chains. 6 Accompanying police officers or security staff will decide on the degree of restraint appropriate. However, prisoners should never be attached to furniture, fixtures, or fittings, and restraints should be removed on a sedated or anaesthetized patient and reapplied when deemed clinically safe on emergence. 8 Where physical restraint or escorts are compromising clinical care, clinicians should discuss their concerns with security staff. In non-emergency situations, following discussion with the prison governor or police, restraints will usually be removed although this may require the presence of additional escort staff to maintain security. If the security risk is too great or the Justice Secretary has mandated continuous physical restraint as a condition of transfer to hospital, removal may not be permitted. If disagreement persists, the trust can refuse to treat the patient except in an emergency. 8 In an emergency or for procedures such as defibrillation, escort staff will always remove restraints when requested. 6 
Pharmacological restraint
Pharmacological restraint (or rapid tranquilization) uses medication to control disturbed behaviour which is not normally prescribed for the treatment of a defined physical or mental illness. It is appropriate for aggressive and violent patients who are a serious threat to themselves, others, or their surroundings when less restrictive de-escalation techniques have failed. A typical regimen for parenteral rapid tranquilization is intramuscular lorazepam or haloperidol combined with intramuscular promethazine. Lorazepam is preferred in a patient who is antipsychotic naive, has cardiovascular disease, or has not had prolonged QT interval excluded. 9 Physical restraint will be necessary until the medication takes effect and patient observation will be required. Rapid tranquilization may reduce the need to manage extreme behaviour on critical care in the absence of other indications for admission. The Association of Anaesthetists of Great Britain and Ireland recommends that anaesthetic trainees should only be involved in pharmacological restraint in exceptional circumstances and only as the result of a multidisciplinary decision following clear guidelines with the support of a consultant anaesthetist.
Refusal of treatment
All patients with capacity have the right to refuse treatment even if this is judged contrary to their best interests. 10 11 This may apply to patients who are imprisoned and already subject to lawful deprivation of liberty. This has not yet been tested in case law. DOLS legislation is complex, has been criticized, and is likely to be reviewed in the near future. In the interim, consideration should be given to seeking expert advice on whether a DOLS assessment should be sought based on the circumstances of the case. DOLS does not apply in Scotland or Northern Ireland. Under the provisions of the MCA 2005, paid staff are not suitable to advocate for the patient and so in the absence of appropriate family members or friends an independent mental capacity advocate should be appointed.
If it is suspected a patient is being manipulative, for example with repeated hospital admissions and non-cooperation with treatment, a multidisciplinary meeting should determine an appropriate management plan.
Requests for samples
The police may request blood or other samples be obtained to assist in their investigations. The quality of evidence must be maintained and demonstrated with an audit trail that will stand up to legal scrutiny. Providing samples without appropriate forensic training could lead to the compromise of a conviction and the police should instruct a forensic clinician for this purpose. If the patient requires urgent treatment that may influence toxicology results (such as a blood transfusion), this should not be delayed while awaiting a forensically trained professional. 12 
Confidentiality, visiting, media
The GMC confidentiality guidance forbids the disclosure of personal patient information to a third party such as a police officer without consent unless required by law or justifiable in the public interest. Such exemptions include the detection, prevention, or prosecution of a serious crime or where failure to disclose would expose others to a risk of serious harm or death. The potential harm to the patient's interests and the repute of the profession must be balanced against the risks from withholding information. Consent should still be sought even if it is not required and the patient should be informed unless that would undermine the purpose. 13 In Scotland, there can be limited disclosure of information before a criminal trial without the patient's consent. The disclosure must be confined solely to the nature of injuries and their likely causes. 13 Discharge information should be shared with the escorting officers if the patient consents. Otherwise, it should be provided in a sealed envelope for the attention of the medical team responsible for their ongoing care. Where the justification for disclosure of information without consent is unclear, expert advice should be sought from the trust's Caldicott Guardian, legal department, or a medical indemnity provider. Efforts must be taken to maintain the patient's privacy and confidentiality. Requests for information about the attendance of a prisoner, dates and times of appointments, or medical details should be redirected to the prison or police station or with their agreement, information may be divulged once the inquirer's identity is confirmed by password. Access to bedside communication and entertainment devices may need to be restricted. Visiting and gifts are usually based on the prison's or police station's regime and supervised by escort staff. Unscheduled visitors are usually not permitted. 6 
Post-admission
Admission should be as brief as possible and discharge should be well planned, taking into consideration the facilities available at the discharge destination. Administration of medication in prisons and police stations is supervised, but there remains the potential for misuse. The provision of liquids or syrups is preferable to reduce the ability to secrete or share medication. Discharge medication is normally given to the escorting staff rather than the patient.
Details of follow-up are withheld from some prisoners. Where feasible, the provision of follow-up at the prison or police station may be convenient. Prisoner Ombudsman for Northern Ireland. 15 All deaths must be reported to the coroner who will also conduct an investigation, although this is usually delayed until after the other investigation is concluded. Investigations into deaths in custody in Scotland are undertaken as a fatal accident enquiry directed by the Lord Advocate/Procurator Fiscal. 16 The Police
Special circumstances
Investigations and Review Commissioner may also investigate deaths involving the police. The police have a legal responsibility to secure the scene and any physical evidence. Where a death in custody involves a hospital, this could lead to the closure of a resuscitation suite, operating theatre, or critical care unit with consequences for the provision of services and ongoing safety and welfare of other patients. Where this would prejudice the care of other patients, senior officers will often agree to move the deceased patient. All equipment should be left in situ including tracheal tubes, indwelling cannulae, and electrocardiogram stickers. Last offices should not be performed until after the arrival of the investigating officers. Staff may need to provide statements.
Managing illicit drugs
Drugs may be concealed on or within the person. The Misuse of Drugs Act 1971 makes unlawful the production, possession, and supply of drugs subject to control except under permitted conditions. Section 8 of the Act also makes it unlawful to allow the supply or attempt to supply a controlled drug and to allow the smoking of cannabis or heroin on premises which you occupy or manage. 17 This exposes trusts to prosecution if they knowingly allow the dealing or abuse of illicit drugs on the premises. Patient property cannot be searched or confiscated without consent. A patient suspected to be in possession of illegal drugs should be asked to surrender them. If they decline, senior staff should consider whether to report this to the police in the wider public interest. This usually applies if the quantity is inconsistent with personal use and indicates an intention to supply. Possession of small quantities of illegal drugs are not routinely reported to the police as the breach of confidentiality is not in the wider public interest. If disclosing information, the patient should be informed and the disclosure justified. If the patient lacks capacity, for example if they are sedated on intensive care, staff cannot search their property. However, controlled or illicit drugs already identified should be secured for the safety of others. If the drugs are stored on or in the person, they can be removed with consent from a patient with capacity or in the best interests of a patient who lacks capacity.
Trusts should have local policies on the handling of illicit drugs retrieved from patients. Locally, the drug is sealed in an envelope, labelled with an objective description of the nature of its contents, signed and dated by two members of staff, entered in the controlled drugs register, and stored in the controlled drugs cupboard. It should be destroyed by the pharmacy at the earliest opportunity or surrendered to the police if relevant to a crime they are investigating. The drug should never be returned to the patient or their representative, as this could lead to conviction for unlawful supply of a controlled drug. 17 
Pregnancy
Perinatal care in prisons is generally equivalent to that available in the community. Female prisoners are frequently transferred to hospital for antenatal clinics and scans. The pregnancy risk and patient's preferences are considered when planning the location of delivery. Pregnant women are not routinely restrained in transit or hospital except in exceptional circumstances. 8, 18 They are provided with at least two escorts, at least one of whom will be female. Escorts are not usually present in the delivery room or during intimate examinations but will remain at the exits. Birthing partners are permitted unless deemed a safety risk. 6 
Detained in forensic secure hospitals
Patients under mental health legislation who pose a significant risk to the public are detained in secure forensic psychiatric hospitals. Managing these patients presents similar issues to those from the prison population. Some patients are subject to additional restrictions imposed by the Justice Secretary who must grant permission for any transfer of the prisoner and may stipulate conditions such as continuous physical restraint. In a medical emergency, this is delegated to the hospital's responsible medical officer. The Mental Health Act 1983 does not authorize compulsory treatment of physical illness unrelated to their mental illness. 19 This requires patient consent or treatment under the Mental Capacity Act 10 and consideration of DOLS legislation (Adults with Incapacity Act in Scotland in Scotland).
Anaesthesia and critical care for patients in the criminal justice system
Conclusion
The medical treatment of patients in the criminal justice system raises a number of complex issues, requiring collaboration between staff from a number of organizations. It is governed by multiple laws and policies that are occasionally conflicting and differ between the devolved nations. Anaesthetists need an awareness of the evolving legal and policy framework, the implications for their practice, and should have a low threshold for seeking expert advice.
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